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I 


SHOULD VITAMIN D BE 
GIVEN ONLY TO INFANTS ? 


ITAMIN D has been so successful in preventing rickets during in- 
fancy that there has been little emphasis on continuing its use after 
the second year. 


But now a careful histologic study has been made which reveals 


a startlingly high incidence of rickets in children 2 to 14 years old. 
Follis, Jackson, Eliot, and Park* report that postmortem examina- 
tion of 230 children of this age group showed the total prevalence 
of rickets to be 46.5%. 

Rachitic changes were present as late as the f ourteenth year, and 
the incidence was higher among children dying from acute disease 
than in those d¢ing of chronic disease. 

The authors conclude, “We doubt if slight degrees of rickets, 
such as we found in many of our children, interfere with health 
and development, but our studies as a whole afford reason to pro- 


long administration of vitamin D to the age limit of our study, the 


fourteenth year, and especially indicate the necessity to suspect and 
to take the necessary measures to guard against rickets in sick 
children.” 


*R.H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 


MEAD'S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol is a potent 
source of vitamins A and D, which is well taken by older children because it can 
be given in small dosage or capsule form. This ease of administration favors 
continued year-round use, including periods of illness. 

MEAD’S Oleum Percomorphum furnishes 60,000 vitamin A units and 8,500 vita- 
min DB units per gram. Supplied in 10- and 50-cc. bottles. 83-mg. capsules now 
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SUGGESTED SCHOOL HEALTH POLICIES 


(Continued from October Journal) 
Ill. Services for Health Protection and Improvement (continued) 


Health Counseling and Determination of Health Needs 


Health counseling describes the planned, cooperative effort on 
the part of teachers, nurses, physicians, psychologists, dentists and 
others to discover the health needs and health problems of students 
and to help them and their families find ways of meeting the needs 
and solving the problems. Determining health needs and problems 
involves the use of teacher observations, screening tests, reports 
from pupils and parents, psychological examinations and medical 
examinations. Each of these methods is used effectively in a well- 
planned program. The value of heaith counseling depends in part 
on the complete utilization of all community resources for protect- 
ing and improving health and, if necessary, augmenting these re- 
sources. 

Cumulative health records are essential 


As part of its program of health counseling, each school should 
keep a convenient, accurate, and up-to-date health record of every 
student. Insofar as the health records include confidential dis- 
closures or findings, these should be kept confidential. Whatever 
record-keeping system is devised, and however it is statistically 
summarized, the individual records themselves should be cumula- 
tive and progressive throughout the student’s school life. Absence 
records are a part of the health record. 

Individual records should be readily available and accessible to 
administrators, teachers, physicians, nurses and counselors. They 
should be as clear and simple as possible. Good individual records 
provide the soundest basis and best focus for interpreting the 
health needs of students. Records should be used, not merely filed. 
Teachers observation 

Each teacher should observe her students every day carefully 
enough to suspect when they are in need of medical examination or 
other professional attention. She should pay special attention to 
an unusual appearance or a change in behavior. She should prompt- 
ly observe that a child is too fat or too thin, too pale or too sallow, 
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limping, stuttering, squinting, covered with a rash, lacking in 
usual vitality, suddenly listless, over-shy, over-aggressive or in any 
other way differentiated from accustomed and normal aspect. 
Whenever a teacher observes any of these conditions, she should 
refer the student for further examination and proper attention. 
Channels of referral will vary in different schools and communi- 
ties. Very frequently, the student will be sent from the teacher to 
the school nurse; sometimes, by appointment, directly to the school 
medical adviser. 

Screening tests 

In addition to everyday observation, the classroom teacher 
should also be prepared to give screening tests for vision and hear- 
ing and to supervise the weighing and measuring of children. 
Vision tests should be made annually in elementary and secondary 
schools. Hearing tests should be given every year in elementary 
schools, every two years in high schools, preferably with an audio- 
meter. All new pupils should have vision and hearing tests. Teach- 
ers, nurses, or technicians with special training, where available, 
should give such individual audiometer tests as are indicated in 
the follow-up of group screening tests. 

In the elementary schools, children should be weighed every 
month or two in order to detect cessation of growth, which may in- 
dicate need for further inquiry into the child’s status. Pupils who 
fail to increase in weight over a three month period should be re- 
ferred to the nurse or medical adviser. Height should be measured 
twice a year. Regular weighing and measuring is an extremely 
useful educational device for interesting children in their own 
health and growth, but it should not be taken as a reliable index of 
nutrition. 

Information from pupils and parents 

Information received from students and their parents fre- 
quently indicates the need for health counseling or other help. 
Such supplementary information should be sought. Sometimes the 
information is obtained through circulation of a health history 
questionnaire by means of which information concerning recent 
sicknesses, accidents, or operations is requested. It may be ob- 
tained through a nurse-student or nurse-parent conference. At 
times parents will communicate directly with a teacher informing 
her of the recent sickness of a student, or providing other signifi- 
cant information. Of particular value is information which re- 
veals epilepsy, a history of diabetes, contact with tuberculosis, at- 
tacks of rheumatic fever, recent operations and allergies. 
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Psychological examinations 


Psychological examinations, administered and interpreted by 
people competently and thoroughly trained in psychology, are often 
helpful to the physician in evaluating the total health and personal- 
ity pattern of students. They are essential for the proper adjust- 
ment of programs of students who suffer from mental handicaps or 
from emotional difficulties of such severity as to retard their prog- 
ress in school work and/or their adjustment to school life. Indi- 
vidual psychological tests should be given to those students when- 
ever it appears that the results of such tests will help school per- 
sonnel in aiding the student with his mental health adjustment. 
Medical consultations and examinations 

All special screening tests and referrals as a result of teacher 
observation or nurse judgment finally head up into competent medi- 
cal examination by a physician. Aided by all the resources of mod- 
ern medicine, including consultant services, it is the physician who 
must finally determine the specific health needs of the individual 
child. Experience has demonstrated that medical examinations are 
most fruitful when the student has been specifically referred to the 
physician because parent, teacher or nurse suspected that some- 
thing was wrong. Such examinations should always take preced- 
ence over routine examinations. 

Every community should make provision for the medical ex- 
amination of students (1) who show signs or symptoms of disease, 
defect or disorder, (2) fail to grow as expected or (3) appear to 
have a health basis for failure to make anticipated school progress. 

Many schools and school systems have their own school medi- 
cal adviser (school physician) with whom the school can consult on 
all matters relating to the health of students and staff. Every 
school should arrange for the services of a medical adviser and 
keep him informed as to what the school expects of him. Medical 
examinations of school staff and students may be performed by the 
school medical adviser, but this is not his principal responsibility or 
opportunity to be of service to the school. 

Every effort should be made by the school to have special and 
required periodic examinations done by a private practitioner of 
medicine, preferably the student’s own physician. 

Periodic medical examinations of school children can be help- 
ful in health maintenance, improvement and education if they are 
conducted under circumstances in which the full measure of the 
physician’s skill and the entire educational opportunities implicit in 
the routine examination are utilized. The classroom teacher should 


1 
1 
y 
- 
n 
y 
d 
y 
n 
of 
| 
| 
1e 
| 
nt =} 
b- 
\t 
| 
fi- 
t- 


216 THE JOURNAL OF SCHOOL HEALTH 


prepare students for medical examination by explaining its mean- 
ing to them. 

Two circumstances requisite and one extremely desirable for 
the truly helpful periodic medical examination are (1) sufficient 
time for the physician to make a reasonably thorough health ap- 
praisal of the student; (2) sufficient privacy to permit the dis- 
robing necessary for an adequate examination and (3) the pres- 
ence of parents at the examination of students too young to assume 
responsibility for their own health care. In the elementary grades, 
the school should make unusual efforts to announce and schedule 
medical examinations at such times and places that a parent can 
attend the examination and have the benefit of the physician’s im- 
mediate recommendations concerning the health needs of the child. 

During their school years students should have a minimum of 
four medical examinations; one at the time of entrance to school, 
one in the intermediate grades, one at the beginning of adolescence 
and one before leaving school. Pupils who have serious defects or 
abnormalities, who have suffered from serious or repeated illnesses, 
or who engage in vigorous athletic programs require more fre- 
quent examinations. The physician is the best judge of the need 
for repeated examinations and of the frequency with which they 
should be given. Additional examinations, even annual examina- 
tions, may be arranged if money, time, and personnel permits, but 
the quality of medical procedures and judgment should not be 
sacrificed to a desire for frequent and complete coverage of the en- 
tire school. Medical examinations should be sufficiently painstak- 
ing and comprehensive to command medical respect, sufficiently in- 
formative to guide school personnel in the proper counseling of the 
student, and sufficiently personalized to form a desirable education- 
al experience. 

Interpreting health needs to students, parents and teachers 


Determined and recorded, thus forming a personal health in- 
ventory, the specific health needs of the student should be met on a 
systematic and efficient basis. This “follow-up” requires, first of 
all, proper interpretation of the need to students themselves and 
their parents; to teachers and school administrators; and’ some- 
times to the community itself. 

As an integral part of all health service in schools, opportunity 
should be specifically found to inform each student of the meaning 
of his health record. The interpretation should be presented in 
such a way that it will aid in motivating the student to want to 
change faulty health habits or practices, seek correction for reme- 
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) diable physical defects or handicaps, and overcome unhealthy per- 
sonal states, such as malnutrition or abnormal weight. A student 

should know when he needs medical care. 


| Parents should also be specifically acquainted with the health 

needs of their children as revealed in school health records. Thus 
| the family can seek needed medical care, plan diet changes, make 

alterations in daily routine, and take any other necessary steps at 
home and in the community for the health improvement of the 
child. To this end the school should regularly report to parents on 
the child’s health status and make immediate notification of serious 
deviations. Whenever necessary, parents should be invited to come 
to the school at a stated time to discuss their child’s health needs 
with the school medical adviser, nurse, teacher or other qualified 
health service personnel. Such conferences should be considered 
part of the normal working load of the school staff and time for 
them budgeted. If the parents do not come to the school, the school 
nurse or a teacher should visit them to interpret the child’s urgent 
health needs. 


If the teacher is to play her full role in the daily observation 
and health guidance of her students, she too must be kept fully in- 
formed of the health status of each child—especially with regard to 
those matters which take place outside the classroom, such as the 
findings in medical and dental examinations, home illnesses, vaca- 
tion-time operations and the like. Since the proper interpretation 
of individual health needs is a matter demanding professional skill 
and judgment, the nurse, working in close cooperation with the 
school medical adviser, is often in a most favorable position to in- 
terpret medical findings and their health implications to the 
teacher. 


Teacher-nurse conferences should be regularly scheduled. 
They are usually most valuable if devoted largely to review and ex- 
change of information regarding specific cases of children who 
seem to be in serious need of medical care, follow-up or special 
study. The fully-informed teacher can be most helpful both in ad- 
justing the classroom program to the student’s needs and in influ- 
) encing him and his parents to obtain correction of remediable con- 

ditions, as recommended by the physician. 
| These cautions should be followed by all school personnel when 
| engaged in health guidance: (1) do not diagnose diseases or sug- 
| gest diagnoses to students or parents; (2) do not attempt to select 
a physician for a student or his family. They can and should ob- 
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tain the names of qualified professional people from local medical 
and dental societies. 
Meeting health needs through community resources 

A school may properly insist that all community resources be 
made available to meet the health needs of the students in the 
school. Such resources would naturally include appropriate oppor- 
tunities for specialized medical consultation of a diagnostic nature. 
When resources outside the school or school system are utilized 
(whether private physicians, public clinics or voluntary agencies), 
efficient liaison arrangements must be made by the school. In par- 
ticular, full provision should be made for two-way exchange of 
pertinent information between the school and the cooperating com- 
munity agencies. 

The school should assume whatever community leadership is 
necessary in developing resources to meet the needs of all children. 
If community facilities for the menta! and physical care of children 
appear inadequate, as determined by specific and reliable data, the 
school should recommend extension of them. If the community 
finds its local resources inadequate to meet the demonstrated needs, 
it may seek help from voluntary agencies, or from county, state or 
federal agencies. Health councils, previously described, are appro- 
priate agencies for considering the need for an extension of com- 
munity health resources and ways for accomplishing this. 

Special problems arise with reference to children whose par- 
ents are (1) financially unable to provide medical, dental or other 
specialized care or (2) unwittingly or willfully neglectful. The 
school should inform the parent where treatment or other needed 
care for the child can be obtained in the community. Persistent 
willful neglect should be reported to an appropriate agency. The 
judge of a children’s court, or other court of similar jurisdiction, 
can order treatment when parents are unable or unwilling to pro- 
vide it. 

Two special problems of health guidance 

Although the health guidance program will be concerned with 
all problems relating to physical, mental and emotional health, par- 
ticular attention should be directed to the problems of rheumatic 
fever and dental health. 


Rheumatic fever. As a result of recent medical and public 
health investigations, rheumatic fever—often the forerunner of 
rheumatic heart disease—has been recognized as one of the most 
serious diseases with which children of school age may be afflicted. 
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The symptoms of this disease are many and vague, and its diag- 
nosis may often tax the acumen of skilled physicians. Its after-ef- 
fects—on the heart—are its most serious complication. The best 
known way of preventing permanent heart damage is adequate 
medical care and bed rest during the acute illness, then convales- 
cence until signs of the illness have disappeared. Physical activity 
is gradually resumed during convalescence to the limit of the in- 
dividual’s ability. For most children this will consist of normal 
activity. The school’s best attack on rheumatic fever includes (1) 
referring for medical examination any pupil, but particularly those 
giving a personal or family history of rheumatic fever, with signs 
or complaint of symptoms which may precede rheumatic fever (for 
example, failure to gain or loss of weight, pallor, irritability, poor 
appetite, repeated colds and sore throats, unexplained nose-bleeds, 
and muscle or joint pains); and (2) for the known rheumatic 
child, (one who has had a previous attack of rheumatic fever with 
or without permanent heart damage) in addition to alertness for 
signs suggestive of recurrence, protection as far as possible from 
exposure to respiratory infection, wetting or chilling. 

A close liaison should exist between the school and whoever is 
exercising medical supervision of the rheumatic child. Information 
as to signs and symptoms to be observed as suggestive of possible 
recurrence; the degree, if any, of heart damage, and the limitation 
or modification of activity, if any, should be provided the school by 
the treatment agency. Schools should utilize diagnostic service of 
specialists in rheumatic heart disease to which children with rheu- 
matic fever or suspicious signs of heart disease may be referred for 
examination. In some localities this is available or can be devel- 
oped as part of the community medical resources. In other places 
such consultation service may already be a part of the school health 
service. 

Dental health. Dental disease (decay, caries) is widely preva- 
lent among children. The school should therefore grasp its oppor- 
tunities to promote dental health through effective educational pro- 
cedures. Programs of dental health education should be instituted 
with the objective of motivating students to go regularly to their 
dentist or a dental clinic for required dental care. If a pupil has 
not been to a dentist within six months, it is usually safe for the 
teacher to assume that he needs dental care and to urge such care. 

While continuing efforts at dental health education are needed 
at all ages, special emphasis should be placed on preventive meas- 
ures during early school years. The most glaring neglect of teeth 
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is found among children under ten. Yet maximum dental benefits 
are attained by dental care and healthful diet during childhood. 


When its full educational import is stressed, the school dental 
inspection has proved valuable and should be provided from time 
to time as an adjunct to other phases of dental health education. 
Such inspections should be made by dentists, using mouth mirrors 
and explorers. (Where legal, dental hygienists may carry on 
school dental inspections.) Data obtained from these inspections 
should be properly recorded*, as part of the health record of the 
student and the school, so that it may be used (1) to evaluate 
dental health programs, (2) to estimate group dental needs and 
(3) to facilitate community planning to meet such needs. 


The school is in a strategic position to take leadership in: 


community programs organized for bringing dental treatment to 
needy children. Health councils at all levels should have dental 
subcommittees, with representation from official dental societies. 
These subcommittees should evaluate local dental needs and desig- 
nate the type of program needed (private office, clinic or trailer) ; 
further, they may decide what children shall be included in a dental 
clinic program and may even seek funds or assistance for its im- 
plementation and support. 

Dental care programs should provide complete dental treat- 
ment (diagnosis, necessary fillings, extractions, prophylaxes and 
even orthodontia in cases where oral malformations may create a 
mental hygiene problem) for as many of the eligible children as 
possible. If funds and personnel do not permit this for the whole 
group, treatment should begin with the youngest group and work 
upward as far as possible. At the same time emergency treatment 
should be provided for older children. Children should not be se- 
lected for dental treatment programs by tongue depressor inspec- 
tions (which reveal only extensive caries) nor by means of large 
cavities or toothaches. Programs serving only to alleviate pain or 
treat emergencies handicap efforts to improve dental conditions. 
Extent of health services 

In practice the services for health protection and improvement 
made available to the pupils of any school are sharply limited by 
considerations of budget, experience with end-results, professional 
judgment and common sense. School expenditures for health pro- 
tection and improvement services should be guided by the overall 


*Record forms designated for dental inspections and dental treatment 
programs by Council of Dental Health of The American Dental Association 
are recommended to record basic data. 
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objectives of these services in the light of total community re- 
sources for the support of such services. 


IV. Health Aspects of Physical Education 

Play and physical education contribute much to the health of 
children, but to assure the greatest values from such activities cer- 
tain precautions and protective measures must be adopted and fol- 
lowed. 

Adapting to individual differences 

Students should choose or be assigned physical activities in ac- 
cordance with their entering or subsequent medical examinations 
and no activities should be prescribed or elected except as their 
physical status warrants. All pupils should be enrolled in physical 
education classes; those who by reason of illness or disability are 
unable to participate in the more vigorous forms of activity should 
be assigned to modified activity or to rest, but with full credit in 
any case. Where such provisions are made, no pupil need be ex- 
cused from physical education enrollment. Assignment to modified 
programs of physical education, including corrective physical edu- 
cation, should be based on a physician’s recommendation, and such 
specialized programs should be taught by qualified teachers and 
supervised by the school medical adviser. 

When a student has been absent from school as a result of se- 
vere illness or injury, he should present, before participating in 
regular class activities, a physician’s statement that he is physical- 
ly fit to do so. All students who have been ill should be observed 
closely by the teachers for signs which might suggest that they are 
not altogether fit to participate in normal activities. Convales- 
cents, even those recovering from colds, should not be required to 
participate in strenuous activities. In the absence of accurate sci- 
entific data on the subject, girls should not be required to partici- 
pate in vigorous activity during the early part of the menstrual 
period. 

The physical education class program 

Pupils in the elementary school should participate daily in a 
guided program of play and physical education activities. The 
activities should be varied in nature and suitable to the needs, in- 
terests and physical condition of pupils. Individual and sex differ- 
ences must be taken into account. Pupils should be classified and 
grouped according to their abilities. The program should include, 
as a minimum, an appropriate sampling of games, rhythmics, self- 
testing activities, relays, formal exercises, free play, and supervised 
play. A number of these activities may be taught and engaged in 
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on a coeducational basis. Separation of boys and girls for in- 
struction and participation in activities appropriate for one sex or 
the other should take place beginning with the upper elementary 
grades. Then, instruction and supervision should be by teachers of 
the same sex as the students. Every opportunity should be taken 
to integrate physical education activities with other areas of the 
curriculum. 

Furthermore, when they reach junior and senior high school, 
students should be scheduled for daily periods of physical educa- 
tion, the time for which should be sufficient to allow students to 
change to appropriate clothing, and to have a reasonable period of 
activity followed by a shower. Classes should be small enough to 
permit adequate instruction and activity. The teacher load should 
be comparable to that of other classes and appropriate to the type 
of instruction. Physical education class periods should be utilized 
for the teaching of skills, attitudes, and understandings in the pro- 
gram of activities. 

All possible precautions should be taken to prevent accidents. 
Habits of safety in activity—but not overcautiousness—should be 
developed. 

Extra-class programs 

Interschool athletic programs should be integral parts of 
physical education programs, and as such be financed by school 
boards and completely administered by school officials. In some 
communities there should be a shift of emphasis from interschool 
to intramural programs and other desirable club activities. More 
young people should receive the benefits of well-directed athletic 
programs. Coaches should be bona fide members of the faculty, 
and preferably be trained and hold certificates as physical education 
teachers, knowing the fundamentals of each sport. Coaching is 
teaching. 

Interschool athletic leagues should be confined to the senior 
high schools. Interschool activities for junior high school pupils 
should be limited to occasional invitational meets or games. Junior 
high school boys should not compete in American football. An ex- 
tensive program of intramural activities is strongly recommended 
for these students. Play days may be conducted to bring together 
pupils in different elementary and secondary schools for socialized 
participation in games, but no school championships should be in- 
volved. 

Health safeguards in the athletic program 
The health and welfare of students should be the primary con- 
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sideration in planning and conducting athletic programs in second- 
ary schools. To protect the health of competing athletes, the fol- 
lowing policies and procedures are recommended: 


Adequate medical examinations should be provided for all ath- 
letes at the beginning and as needed during each season of par- 
ticipation, together with medical service at all contests. Following 
an illness, the readmittance of a pupil to participation in athletics 
should be made only on a physician’s recommendation, and contin- 
ued under his supervision. Adequate provision should be made 
for obtaining and paying for medical and hospital care of injured 
athletes. The best obtainable protective equipment should be pro- 
vided for all participants and all reasonable precautions should be 
taken to prevent accidents. 


Contests should be selected which will not overtax the physical 
capacities of immature pupils. Competition should take place only 
between teams of comparable ability, as determined by standard- 
ized classification on such basis as strength or age, height and 
weight. These may be a part of appropriate eligibility require- 
ments. 

Playing seasons should be of reasonable duration, with no post- 
season contests. No preseason game should be played until ath- 
letes are well drilled in fundamentals and are in excellent physical 
condition. There should be no state championships and no inter- 
state competition except between schools located near state borders. 
Contests should be confined to small geographic areas within the 
state. 

Boys should participate in only two interscholastic sports per 
year, and those in separate sport seasons. 

Interscholastic boxing should not be permitted. 

Interschool competition for girls should be limited to invita- 
tional events, chiefly in the form of sports days or playdays where 
mass participation is emphasized. All girls’ athletic activities 
should be taught, coached, and refereed by professionally prepared 
women leaders, and should be divorced entirely from any inter- 
scholastic athletic contests for boys. 


V. Education and Care of the Handicapped 
No school health program is complete unless provisions are 
made for the identification of handicapped students and the adapta- 
tion of programs to meet their needs. The physical and mental 
health of a handicapped student may be further impaired by neg- 
lect of his special problem. 


) 
| 
| 
) 
j 

| 


224 THE JOURNAL OF SCHOOL HEALTH 


Identification of handicap 

Children should be considered handicapped whose physical dis- 
abilities or mental difficulties, arising from any cause, require from 
the school special attention beyond that given to other children. 
The amount or degree of disability determines the need for special 
attention; the nature of the disability guides the kind of special 
attention to be given. 

Some handicapping conditions are obvious. Others, such as 
certain vision and hearing defects and some mental and emotional 
disorders will be detected by the teacher in daily observations and 
by convenient classroom tests. Screening tests, where feasible, 
should be employed for this purpose. Still other conditions may be 
reported to the school by the parents or the student’s own physi- 
cian; such reporting should be strongly encouraged. Other defects 
may be revealed through the school medical examination or through 
psychological tests. 

Determination of the nature and extent of the disability, either 
by examination or report, is the special responsibility of the school 
medical adviser and psychologist, or both. They should have access 
to special diagnostic and consultation services as needed. The 
amount and kind of special attention which the mentally or physi- 
cally handicapped child shall have, is to be determined by the prin- 
cipal administrator of the school after consultation with the school 
medical adviser, psychologist and teachers who have had or will 
have the pupil in immediate charge. 

The school should vigorously recommend proper treatment to 
the parents of the handicapped child and should, if necessary, di- 
rect them to agencies for treatment. In some instances apparently 
irremediable handicaps will be corrected or improved by proper 
treatment. 

Social adjustment is essential 


The handicapped child should be treated so far as possible 
just as if he had no handicap. Special! attention should not go 
beyond that absolutely necessary to enable him to go along and get 
along with the class in which he is placed. On the other hand, 
there can be no objection to making any modifications, exceptions 
or provisions in the “regular” school program which will enable 
the handicapped child better to adjust himself to his tasks, teachers 
and mates. The child should be helped to live successfully within 
his limitations, even if this means doing things in different ways 
and at different times from other children. He should be reason- 
ably protected from feelings of incompetency, frustration, failure 
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or a sense of being too different (though obviously somewhat dif- 
ferent) from other children. Social adjustment is the paramount 
issue. 
Adaptation of regular school program 

Special provisions for handicapped pupils should be made so 
far as possible within the classroom to which they normally would 
be assigned. Assignment to special classes, even if they are within 
the resources of the school, should be kept to a minimum. Students 
in special classes should join with normal classes whenever feasible 
(as, for example, in sports and assembly programs) and not be 
kept as a completely differentiated group. In assigning pupils to 
special classes, due consideration should be given to mental ca- 
pacity and previous educational attainments as well as to physical 
disabilities. Placement requires careful study of the individual 
pupil; there is no rule of thumb. 

Among the special provisions that the school may properly 
make for handicapped students continuing in regular classes are 
the following: 

Specially constructed chairs and desks—for the orthopedically 
disabled children. 

Appropriate seating arrangements—“down front” for children 
with vision or hearing defects. 

Scheduling of classes all on one floor. 

Rest periods and facilities (cots) for resting-—for children 
with cardiac and other impairments. 

Permission to attend school for only part of the day. 

Adaptation of physical education requirements. 

Transportation to and from school. 

If a school makes adequate adaptations for individual disa- 
bilities, even children with severe cardiac, orthopedic, and other 
physical handicaps may obtain their education in regular classes. 
For some students a combined hospital and school program may be 
desirable for certain periods of time. Most epileptics may attend 
regular school, but the teachers and classmates should be properly 
prepared in advance to understand their problem. 

Special classes 

Experience has shown that special “sight-saving” classes will 
benefit children with vision defects of 20/70 or worse in the better 
eye after correction (and certain other eye conditions subject to 
amelioration in such classes). 

Special classes are also appropriate for children with I. Q.’s 
between approximately 50 and 70. However, they should have in- 
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dividual intelligence tests by a competent tester before being en- 
rolled in a special class. 

The so-called “slow learners”, with I. Q.’s between approxi- 
mately 70 and 90, should be enrolled in regular classes. Well- 
trained teachers will soon recognize the mental handicap of these 
children and sympathetically give them opportunities for success 
and adjustment within their range of achievement. 

Part-time special classes or special periods should be provided 
for pupils who need lip reading instruction or speech correction. In 
some areas this may require an itinerant teacher. 

Severely crippled students, whether their condition is caused 
by cerebral palsy, poliomyelitis, other disease, or accident, may 
benefit from a special class or special school, but they should not be 
enrolled in such classes if it is possible to make adaptations appro- 
priate to their disabilities in their regular class program. 

Totally blind or deaf children require particular consideration 
and very specialized educational attention. A planned program for 
locating such children is needed. They should be enrolled in classes 
or schools adequately equipped and staffed to provide programs of 
education adapted to their limitations. 

Since it is the responsibility of the school to provide education 
for all children in a community, some provision should be made for 
the regular instruction of the few “home-bound” children too handi- 
capped to be enrolled in or attend school at all. Very often these 
children are completely forgotten and overlooked. Home instruc- 
tion by a special tutor, home teacher or specially assigned teacher 
helps these children to continue their education and prevents their 
feeling neglected. 


Teachers of the handicapped 


Special classes require teachers with good basic preparation 
and experience with normal children as well as special preparation 
for understanding and helping the handicapped. The student- 
teacher ratio should be lower than that in regular classes, for more 
individual attention is necessary in adapting educational goals and 
objectives, however limited, to the needs and capacities of severely 
handicapped children. 


VI. Qualifications of School Health Personnel 
The application of sound school health policies, and operation 
of a successful school health program obviously requires personnel 
well-prepared for their tasks and well-qualified to solve the day-by- 
day problems arising out of continuing and shifting health needs. 
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Pre-service preparation of specialized health personnel 

Minimum requirements for various types of personnel fre- 
quently are embodied in certification and licensing requirements, 
but whenever possible employing agencies should utilize the more 
exacting qualifications recommended by professional organizations. 
The qualifications of school physicians and school dentists, whether 
employed by departments of education or departments of health, 
should meet or exceed those recommended by the Committee on 
Professional Education of the American Public Health Association. 
Similarly, the qualifications of nurses in schools should meet or ex- 
ceed those recommended by the National Organization for Public 
Health Nursing. Psychologists and nutritionists should meet the 
standards set by their professional organizations. Medical, dental, 
nursing, and other professional schools should give their students a 
better understanding of children and of school health programs. 
Pre-service preparation of teachers 

Because the teacher has such an important role in the school 
health program, teachers colleges and other institutions preparing 
teachers need extensive programs of health education. The proper- 
ly prepared teacher should be a healthy individual with accurate 
up-to-date information about health and the principles of healthful 
living. She should also be prepared to assume the many responsi- 
bilities for the health of her students which the operation of a sound 
school health program has‘been shown to require. The specific ob- 
jectives of teacher-education for health education and suggestions 
for the content of courses may be inferred from the previous sec- 
tions of this report. 

Adequate health service programs must be organized in all 
colleges and institutions preparing teachers. Provision should be 
made for periodic medical examinations, effective health counsel- 
ing, and suitable facilities and personnel for infirmary care. Every 
institution preparing teachers should have the services of a physi- 
cian and a nurse, one of whom should be full-time, and one or more 
properly qualified health educators. All students should enjoy liv- 
ing conditions which provide proper safeguards for health and 
mental efficiency and which encourage desirable standards of living. 

Courses in personal and community health should be required 
for all prospective teachers. These courses, which are directed pri- 
marily toward helping the prospective teacher maintain or improve 
her own health and augment her understanding and appreciation of 
personal and community hygiene, should be supplemented by a 
course or courses that will inculcate the attitudes, knowledge and 
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skills required in carrying out her responsibilities in a modern 
school health program. Such courses should prepare prospective 
teachers: 

To detect in children signs and symptoms denoting deviations 
beyond the normal range of physical, mental and emotional health; 
to understand the growth and developmental characteristics of chil- 
dren at different ages; to become proficient in such procedures as 
weighing, measuring and performing screening tests of vision and 
hearing; to become acquainted with the techniques of health coun- 
seling, including methods of working with specialized health per- 
sonnel and with parents; to learn how to plan and conduct health 
instruction for various grades; and to become familiar with the 
multiform aspects of school health programs and the cooperation 
which they require from specialists and from community agencies. 

Part of the pre-service preparation of teachers should be ob- 
tained through active participation in school health activities and 
supervised practice teaching. 

These institutions which prepare individuals for secondary 
school teaching need to offer programs to prepare certain students 
for giving direct health instruction. The need for specially pre- 
pared teachers in this area is now more generally recognized than 
in former years, and the number of teachers so prepared should in- 
crease. 

Recommended qualifications for health educators have been 
stated and are available. While no specific standards for health 
coordinators or health counselors have been promulgated, such in- 
dividuals should have the same preparation recommended for 
health educators together with several years of experience in health 
education or other type of health work. 

In-service education of specialized personnel and teachers 

Programs of in-service education should be provided for both 
professional health personnel and for teachers. Parts of such pro- 
grams should bring together the different professional groups en- 
gaged in school health activities; other parts are conducted most 
appropriately through meetings of groups with similar professional 
interests and backgrounds. Systematic attention to periodical and 
standard literature on health and health education will also prove 
useful. Frequently, in-service programs must be organized on a 
regional or state basis, although large communities may well or- 
ganize independent in-service educational programs. 

Professional personnel working within a school system deserve 
the best of specialized professional supervision in order that they 
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may know exactly what is expected of them in the performance of 
their duties in the school. The health council may aid in outlining 
duties so that they do not conflict or overlap. 

One of the great needs in improving school health programs is 
better professional leadership and supervision of specialized school 
health personnel. The school nurse if employed by a board of edu- 
cation works alone in most schools; if employed by a health de- 
partment she often works under a general supervisor. Part-time 
school physicians and dentists usually are without the benefit of 
professional leadership and direction, except in some larger cities. 

In consolidated school districts and large communities, a full- 
time nurse-supervisor is warranted. In other places the school may 
join with other community agencies, such as the health department 
or visiting nurse association, in obtaining a properly supervised 
school nursing service which is integrated both with community 
nursing activities and community educational efforts. 

Plans should be developed to secure superior leadership for the 
medical and dental aspects of school health programs. Arrange- 
ments will vary, as in the case of nurses, according to local circum- 
stances. Such professional supervision and leadership is vital to 
the realization of the goals of school health policies. 

In most schools there are teachers whose preparation did not 
cover what is now included in teachers colleges’ courses in health 
education, child growth and development, and health care of chil- 
dren. If these teachers are to assume fully their functions in the 
school health program, it is essential that they be given in-service 
education. Such education is needed also to keep all teachers in- 
formed of new developments and procedures. It can be obtained 
through courses at teacher-preparing institutions, through exten- 
sion courses or through in-service units provided by local school 
authorities with the cooperation of health agencies, all bulwarked 
by appropriate books and journals. 


Conclusion 

In conclusion, it is plain that every school has some imme- 
diate opportunities for revising its own health policies and improv- 
ing its health program. It is hoped that ideas for the betterment 
of health in thousands of different school situations may evolve 
from “Suggested SCHOOL HEALTH POLICIES.” Progress can 
be made in many directions. Schools can: 

Organize a school health council; 

Make provision for healthier school living by raising 

their standards of inspection for safety and sanitation, by 
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employing more understanding and emotionally stable 
teachers, by paying more attention to the health of school 
personnel, and even by serving better food; 

Improve the quality of health and safety instruction by 
according more time, securing better-qualified teachers 
granting more scholastic credit and providing more ade- 
quate teaching materials; 

Clarify and sharpen their programs for the prevention 
and control of communicable diseases and avoidable acci- 
dents ; 

Institute wider programs of health counseling, includ- 
ing keener teacher observation, more frequent screening 
tests, and more useful medical and psychological examina- 
tions; 

Enforce more intelligent precautions in physical educa- 
tion and athletic programs; 

Identify sooner and provide more sensibly for handi- 
capped children; 

Provide in-service education to help teachers to under- 
stand the health problems of children; 

Participate in programs of parent and community health 
education ; and 

Seek qualified medical advisers, nurses, health educators, 
and other necessary specialized health personnel. 


Measurable results from the application of better school health 
programs cannot be expected overnight—but their conscientious 
pursuit must inevitably be reflected in improved mortality and 
morbidity records as well as in happier, healthier lives for millions 
of human beings. A healthier America waits upon and depends 
upon the universal adoption of sound school health policies. 


* * * * * 
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FOOD FADS AND FALLACIES 
DR. HENRY BORSOOK AND DR. ROGER STANTON 


Many people are convinced, that acid tasting foods, tomatoes 
and citrus fruits, let us say, disagree with them because they cause 
“acid stomach.” Whatever their feelings may be, their explanation 
is unsound. Even lemons are not so acid as the gastric juices 
secreted by every normal stomach as part of the process of diges- 
tion. 

Of course, advertisers trade on the notion about acid stomach, 
warning us to “keep on the alkaline side” by dosing ourselves with 
their preparations. Whatever they may say, their stuff does not 
increase resistance to colds, it does not aid digestion, and whether 
or not it makes the morning after any pleasanter is a matter of 
individual psychology. 

Here in a few words is what is known about acids and alkalies 
in the body. Healthy human blood is slightly alkaline, so slightly 
that only a highly refined instrument can detect it. It is impossible 
for a person to change this condition to one even slightly acid, no 
matter what he eats. A function of the kidneys is to keep the bal- 
ance just so, and the mechanism is always dependable except in 
severe diabetes and in kidney ailments. Even in these diseases, 
when there is a condition which physicians describe as “acidosis”, 
the blood is faintly alkaline. Healthy kidneys secrete a somewhat 
acid urine on most diets. 

Carefully weighed evidence shows conclusively that an “acid” 
diet produces no harmful effects. For example, experimental rats 
fed for a third of their life-times on chemical salts which produce 
a strongly acid urine lived to a normal old age, and they were al- 
ways healthy. More striking, perhaps, is the evidence that the 
arctic explorer, Stefansson, and a friend lived for a whole year 
exclusively on an acid producinig diet. They remained perfectly 
well. 

For some few medical conditions physicians do prescribe alka- 
lies but such conditions occur infrequently. If you are one of those 
who constantly take soda to relieve so-called indigestion, probably 
you need to see your doctor. It will be much cheaper and of more 
benefit in the end than to indulge in self-dosing. 


Food and Constipation 


The subject of constipation is too big a one to deal with in a 
short article. Because some of its causes are not understood, it 
affords wide scope for the quack. But it is safe te say that two 
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common causes are nervous disorders and diet deficiency in foods 
rich in the vitamin B complex. There is no truth in the notion that 
certain specific foods, prunes for example, are laxative, and that 
others, like milk or cheese, are binding. Treatment of chronic 
constipation demands expert knowledge. Strong laxatives, colonic 
purges, and frequent enemas do no good. They may do harm. 
A daily movement is desirable, mainly for psychological reasons, 
but good health does not depend on it. Many vigorously healthy 
people are quite irregular. 

*Auto-Intoxication” 

Before we leave the subject of constipation, a word about 
“auto-intoxication.” It is a name given the notion that the body 
poisons itself by absorbing toxic substances from the intestine. 
The reader can be assured that what the body absorbs does no 
harm. The liver sees to that. Discomfort accompanying constipa- 
tion is the result of a nervous reaction. It has nothing to do with 
the absorption of toxins. 

Blood Purifier 

We are all familiar with the old belief that some foods are 
blood purifiers, notably radishes and onions. Sulphur and molasses, 
not to mention various patent medicines, is another old standby, 
alleged to perform the same purpose. But the fact is that the blood 
neither needs to be nor can be “purified”’ except in one limited sense 
of the word. When foreign substances like bacteria, for example, 
invade the blood, they cause such diseases as typhoid fever and 
dysentery. To cure such a disease, the blood must be cleansed of 
the foreign substances, or if you like “purified,’’ otherwise, the 
word has no meaning when applied to the blood. 

Minerals 

The human blood demands a number of minerals—among 
others, iron, magnesium, iodine, and calcium. Almost any varied 
diet furnishes the body with all the minerals it needs except cal- 
cium. Calcium is so scarce in most foods that we have to resort to 
milk for an adequate supply. A pint a day is enough for an adult. 
Otherwise, except in inland regions where iodine is scarce, we 
need not worry about minerals. 

Minerals added to many patent-medicine and vitamin prepara- 
tions will not hurt you. But you are paying for what in all prob- 
ability you do not need. Playing up minerals is largely a sales 
stunt. The more ingredients you can list on a package label, the 
more you can get for the package.’ Once somebody plays the stunt, 
of course, all competitors fall into line. They dare not risk being 
left behind. 
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Quick Energy 

The idea that a candy bar, because it is a quick source of energy 
is more valuable than other energy foods, is nonsense. Naturally, 
what a tired, hungry man needs to restore his energy is some rest 
and a square meal. Candy bars and soft drinks are of the lowest 
nutritional value because they supply the body only with fuel, 
whereas a meal—even a sandwich—supplies just as much fuel, and 
in addition, the flesh-building substance, protein, plus vitamins and 
minerals as well. 

Aid to Digestion 

We must be on our guard against the frequent advertisement 
of aids to digestion. A common complaint is, “I don’t digest my 
food.” A persons who does not digest his food loses weight and 
starves. Except in rare diseases, the body always digests and uses 
the food it takes in. Let the scale be your guide. If you suffer a 
serious change in weight, better get a doctor to diagnose your trou- 
ble. Chances are you will live longer than if you try it yourself. 
Fasts and Diets 

Of all the cures recommended for nearly every ailment imagin- 
able, fasting in whole or in part is one of the commonest. Although 
there are many records of adults who have eaten nothing for long 
periods without any serious consequences, there is no evidence of 
any disease cured by fasting, nor is there evidence of any other 
benefit. 

Sometimes, victims of certain diseases are denied certain foods 
though they are allowed as much as they like of others. Sometimes, 
even the amount of food is restricted. But no matter how scant a 
diet may be, it should include plenty of vitamins, minerals, and 
protein. A serious deficiency in any one of these three substances 
is bound to cause trouble. People who put themselves on reducing 
diets are cautioned especially on this score. 

Reducing overweight safely, or what vanity may dictate as 
overweight, requires much knowledge. Overweight results from 
so many causes other than over-eating that dieting should be pre- 
scribed only by an expert. It is not easy to work out a good reduc- 
ing diet. 

Food Combinations 

The basis of many a diet fad is the notion that certain food 
combinations are harmful. Some believe, for example, that to mix 
meat and starches or starches and fats at the same meal brings 
certain trouble. It is not certain, however, whether the mixtures 
are supposed to explode or whether they just form a lump in the 
stomach and ferment. The only certainty is that, if you cannot 
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digest a dinner including meat, potatoes, and ice cream, let us say, 
there is more the matter with you than a food combination. 

There are many other mixture superstitions. A Jewish taboo 
forbids milk at any but meatless meals. So are sour pickles and 
ice cream, eaten at the same meal, as are cherries and milk, and 
even citrus fruit and milk. But vinegar curdles it no faster than 
the stomach’s own gastric juice. 

Are Vitamins a Fad? 

To the extent that vitamins are the victim of commercial ex- 
ploitation, no doubt they are a fad. No doubt either that their 
discovery ranks with the great discoveries of modern science. This 
double truth emphasizes the need for facts as the only sure protec- 
tion against fad. 

To begin with, vitamins are not medicine, let alone cure-alls. 
They are vital parts of many foods although no one food contains 
them all, and some foods contain scarcely any. This unequal dis- 
tribution of the vitamins makes necessary a wide selection of food 
—some rich in one vitamin, some in another—in order to assure a 
healthy diet. Without a properly selected mixed diet, the body is 
hungry although the stomach is full. That is why vitamin deficiency 
is called “hidden hunger.” It gnaws not at the stomach, but at the 
heart, muscles, eyes, and nerves. 

Serious vitamin deficiencies are responsible for some of man’s 
most hideous diseases. There is only one cause of these diseases 
and only one cure, namely, an adequate supply of the missing vita- 
mins—though adequate, in such cases, means massive doses, admin- 
istered often over a long period. Partial deficiencies, which may 
be quite serious, are comparatively easy to clear up, once they are 
accurately diagnosed. But such diagnosis requires highly special- 
ized knowledge. If your diet is faulty, you may need vitamin sup- 
plements. But do not try to diagnose and dose yourself. Get expert 
advice. 

One more thing that should be clearly understood. No vitamin 
will either prevent or cure diseases caused by infection. Take colds, 
for example. Even the best nourished people catch cold. All the 
advertisers can say truthfully is that vitamin deficiency increases 
susceptibility to infectious disease. The underfed millions of Eu- 
rope today, for instance, besides suffering from vitamin deficiency 
diseases, ‘are in the gravest danger if some infectious disease, like 
influenze or tuberculosis, should become epidemic. They would not 
have even the fighting chance that well nourished people would 


have, From the Dec. 1944 issue of the Health Education Journal of the Los 
Angeles, Calif., City Schools. 


| 
A 
d 
x 
| 
rt 


236 THE JOURNAL OF SCHOOL HEALTH 


EDITORIAL STAFF 
CHARLES H. KEENE, M.D., Editor 
GERTRUDE E. CROMWELL, R.N., Assistant Editor 


EDITORIAL BOARD 


S. B. McPuHEeeters, M.D. C. SELLERY, M.D. 
Director, Public Health Director, Health Service 
Wayne County Health Dept. Section, Public Schools 
Goldsboro, N. C. 2 


Los Angeles, Calif. 
J. A. Myers, M.D. 


University of Minnesota 


Minneapolis, Minn. CLAIR: E. TURNER, Dr. P.H. 

Psychiatrist School of Public Health 
Formerly State Dept. of Education University of California 
Albany, N. Y. Berkeley, Calif. 


EDITORIAL 


Again the wheels have revolved and we are making the an- 
nual campaign for selling Red Cross Seals to raise funds to finance 
the work against tuberculosis. 

The gains made in the control of tuberculosis are the evidence 
that the efforts to control have been the greatest and most success- 
ful campaign in health education the world has ever seen. Starting 
with a death rate of approximately 400 per 100,000 in 1860, drop- 
ping to less than 200 per 100,000 in 1900, forced down to 100 per 
100,000 in 1921, and down to 40 per 100,000 at the present time, 
the prediction is made by reliable statisticians that by 1960 the 
rate will have been ground down to 20 per 100,000. 

While a number of factors have been prominent in this re- 
duction, such as sanitorium construction and support, thereby re- 
moving a large percentage of the infectious cases from contact 
with family, schoolmates and community; the rather general pas- 
teurization of milk and the destruction of tuberculous cows, thus 
destroying a major source of infection; the use of the tuberculin 
test and of the Roentgen ray for diagnosis, resulting in the early 
finding and treatment of cases before the infectious stage has be- 
gun; the better living conditions, including more ample food; and 
the general improvement of public health procedures; we would not 
be claiming too much for educational procedure if we say that all 
these activities have rested and do now rest on health education 
carried on in home, school, and community. 


All these procedures taken together make up an outstanding 
example of communicable disease control which has been likened 
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to a triangle, with the infecting agent at one angle, the means of 
its spread at another, and the susceptible person or group at the 
third. When the susceptible person or group has become infected 
we have a “run around,” or vicious circle highway: infecting agent, 
spread by some means, to a susceptible person who becomes in- 
fectious and provides millions of infecting agents. When we cut 
this highway at any point we stop the spread of the disease. As 
we diminish the foci of infection as we have been doing so rapid- 
ly in the case of tuberculosis, the rate of spread also diminishes and 
finally ceases. A grass fire cannot spread or even burn without 
dry grass for fuel. 

While other diseases have, during the current century, shown 
phenomenal drops in death rates, the improvements in these cases 
have come largely through laboratory science. The control of 
small-pox, typhoid fever and diphtheria has been brought about 
mostly by inoculations plus—in the case of typhoid—better water 
supplies and pasteurization. Only to a slight degree has health 
education entered the scene. 

We members of the American School Health Association, who 
are most interested in health education at the school age level 
should feel encouraged to persist in, and to redouble, our efforts 
to improve school health education procedures and thereby even 
more rapidly reduce the prevalence and the death rate from this 
scourge of mankind. C. H. K. 

* * * * & 
ABSTRACTS AND NOTES 


Home Accident Fatalities Increase Among Preschool Chil- 
dren,—The marked increase in the death rate from home accidents 
among children of preschool age clearly indicates that greater at- 
tention should be given during the war period to safety in homes 
where young children are present. Among boys and girls one to 
four years of age, insured in the Industrial Department of the 
Metropolitan Life Insurance Company, the death rate from home 
accidents in the years 1942 to 1944 averaged 23.4 per 100,000, or 
about two-fifths higher than the average for the three prewar 
years 1939 to 1941. This rise in the accident rate is the more seri- 
ous because the recent high birth rates have added a large contin- 
gent of children of preschool age to the general population. 

A reason for this increase in mortality from accidents is not 
difficult to find. Many of the children, because of wartime condi- 
tions, are deprived of the safeguards that they enjoy in their 
homes in normal times. In families where the mother goes out to 
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work, the youngsters too often are left in the care of brothers and 
sisters who themselves are still quite young; or the children may 
be left in the care of a neighbor who already has all she can do to 
look after her own family. Young children need the watchful eye 
of a mother in safeguarding them against the many home hazards. 

Accidents in and about the home take a considerable toll of 
life each year among children of preschool age in the United 
States. In 1942, the last year for which official information is 
available for the general population, there were about 4,400 deaths 
from accidents of all kinds among children at ages one to four. 
More than half of this total, or about 2,500, it is estimated, oc- 
curred in the home. Of the home-accident fatalities, about 1,300 
were caused by burns and scalds, 350 by the ingestion of poison- 
containing compounds, about 250 by falls, and 100 each by drown- 
ing and firearms. 

Fatal burns among children of ages one to four years, are 
caused in about equal numbers by hot liquids and by open flames 
or hot objects. Fewer children would be scalded if they were kept 
out of the kitchen or other rooms where the mother is working 
with hot liquids. A large proportion of the children fatally scalded 
are injured when they fall into vessels of hot or boiling fluids used 
for cleaning purposes, or when they pull on tablecloths and bring 
down upon themselves containers of hot liquids. Pots and pans 
which are accidentally dropped on youngsters because of broken 
handles, add to the toll. Although wartime shortages may make it 
difficult to repair or replace prized utensils, they should be dis- 
carded in favor of more sturdy, even if less desirable, substitutes. 

Now more than ever it is necessary to keep children from 
playing with matches, since the current scarcity of strike-on-box 
and of book or safety matches has resulted in wider use of the 
strike-anywhere or kitchen matches. Children playing with any 
kind of matches are likely to set fire to their clothing or to start a 
conflagration, and the strike-anywhere type presents a special haz- 
ard. All matches should be kept in a safe place, preferably in a 
metal box out of the reach of children. Playing around stoves and 
grates is another important cause of fatal burns among youngsters. 

Medicines, drugs, cleaning compounds, fuels (kerosene), dis- 
infectants and insecticides, are the principal substances causing 
fatal poisoning among preschool children. The spring cleaning 
period following the season of respiratory and other winter ail- 
ments, is a particularly good time to look over the accumulated 
drugs and medicines, and to discard those no longer needed. The 
items that are retained should be properly labeled and placed in a 
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locked cabinet. Insecticides, rat poisons, cleaning fluids, and other 
poisonous substances should be stored where children cannot get 
at them. 

The large number of accidental falls among young children are 
due, for the most part, to slippery floors, unanchored small rugs, 
rugs with curled edges, loose stair carpets, wet or greasy steps, and 
objects left on steps. Low and unguarded windows are also re- 
sponsible for an appreciable number of fatal falls among pre- 
school children. Statistical Bulletin, Metropolitan Life Insurance Co. 


School Health Law,—Pennsylvania’s newly enacted School 
Health Law will operate under rules and regulations adopted by 
the State Advisory Health Board of the Department of Health at 
a meeting held June 27, 1945 in the State Capital. 

These rules and regulations outline and coordinate the duties 
of medical examiners, dental examiners and school authorities and - 
regulate procedure for the physical examination of school children 
of school age, teachers, employes of public and private schools. 

Provision is made for the following: 

1. Arrangements for scheduling physical examinations. 

2. For the filing of health service reports which include an 
estimate of the number of children scheduled for exami- 
nations, teachers and other employes; addresses of physi- 
cians, dentists, nurses, dental hygienists and other assist- 
ants who will be employed to carry out provisions of the 
Act. 

3. In first, second and third class districts personnel will be 
appointed by the Board of School Directors and approved 
by the Secretary of Health. 

4. In the fourth class districts, personnel will be appointed 
by the Secretary of Health. The Secretary of Health may 
approve the personnel already employed in districts and 
private schools that have already established a satisfactory 
health service. This approval is contingent upon the filing 
of a report of such health service. 

5. Special provision is made foi: the examination of children 
who enter school, or teachers who may be employed after 
routine examinations have been completed. Those children 
who, due to transfer or for other reasons have missed the 
bi-annual examinations, will be included in the special ex- 
aminations. 

6. Maintenance of permanent files for the health records, and 
the transfer of records from district to district with the 
transfer of pupils or teachers is also required. 
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7. A more careful procedure for the reporting and control of 
communicable disease is outlined. 

8. Regulations requiring special laboratory examinations for 
cafeteria help who have a past history of having had a 
disease which may be transmissible to others by virtue of 
their being carriers are also included. 

9. Under the regulations for reimbursement to school districts 
of the first, second and third class who directly employ 
the medical personnel it is required that the allocation for 
reimbursement shall include not less than one dollar for 
medical examination, and not less than fifty cents for each 
dental examination. Pennsylvania’s Health, July-Sept. 1945. 

* * * * 

The Case Against Fried Foods,—As long ago as February, 
. 1944, Dr. Frank Howard Richardson' published in the Journal of 
Pediatrics the results of his ardent researches into the digestibility 
of fried foods. Up to that time it had been assumed, and in those 
quarters unacquainted with his conclusions it still is assumed, that 
fried foods are harmful, especially for children. With wartime 
shortages particularly in mind, Dr. Richardson thought that the 
soundness of our dietary beliefs should be investigated. 

Three sources of authority were open—published records of 
research, current books and bulletins, and the opinions of living 
experts in the fields of nutrition and pediatrics. Surprisingly, only 
one piece of published research was revealed, and that nearly seven- 
teen years older than the present study: in 1927, Boggess and Ivy? 
had investigated, on dogs and human beings, the digestibility of 
potatoes prepared after various culinary patterns. According to 
their conclusions, the starch of the pan-fried potato is more easily 
digested than that of the French-fried, and that of the French- 
fried more easily than that of the boiled specimen. Fat, it was 
found, actually facilitated the rate of digestion, determined by 
fluoroscopic observations. 

Dr. Richardson found that authoritative textbooks on nutri- 
tion, federal and state health bulletins, pamphlets on child care and 
so forth almost universally condemned all foods prepared after the 
fashion that made famous, if not popular, the sixth day of the 
week. No scientific proof was presented for these pontifical opin- 
ions: fat may be an excellent food principle, but not the foods 
that are cooked in it. So far as these tribunals are concerned, the 
only edible part of the doughnut is the hole. “In frying,” accord- 
ing to one of these witnesses, “decomposition products are formed, 
which are irritating to the digestive tract.” And that was that. 
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Various specialists were then consulted—eleven nutritionists, 
biochemists and physiologists, seven pediatricians of national repu- 
tation, two pediatricians high in the Children’s Bureau, two gastro- 
enterologists, one nutrition director of the American Red Cross, 
two medical editors and two research-bureau heads. Not one of 
these authorities let the investigator down. The cruelest indict- 
ment of fried foods was that overindulgence might be unwise; a 
differentiation was also made of fried foods properly cooked and 
those that were simply soaked in hot fat. 

And so at last comes vindication, permanent we trust, for the 
fried spud, the flapjack and the doughnut, the crisp egg—sunny 
side up or, in the vernacular, “one eye open”—and the Sunday- 


morning fishball. gagitorial in The New England Journal of Medicine, 
May 24, 1945. 

School Lunches,—Congress has appropriated $50,000,000 for 
the continuation of the school lunch program on the present basis 
through June 30, 1946. According to the May 15 issue of Child 
Welfare Information Service, Inc., these funds were provided in 
“Department of Agriculture Appropriation Bill, 1946” which was 
signed by the President on May 5 and which is now Public Law 
No. 52. This legislation provides: 

1. That up to $50,000,000 may be used during the fiscal year end- 
ing June 30, 1946 for school lunches. 


That federal payments may be made to non-profit schools of 

high school grade or under (both public and private), and for 

child care centers. Payments to child care centers are limited 
to not more than 2 per cent of the funds. 

3. That these funds may be used both to reimburse schools for 
their purchases of agricultural commodities and for the distri- 
bution to schools of surplus commodities purchased by the De- 
partment of Agriculture. 

4. That federal aid shall be apportioned to the states on the basis 
of school enrollment and need, as determined by the Secretary 
of Agriculture. 

5. That federal payments must be matched by state and local 
funds which may include the value of donated services and 
supplies. 

Action on pending legislation designed to establish a perma- 
nent school lunch program is expected in the near future. 

1. Richardson, F. H. Fried food for children? J. Pediat. 24:199-205, 1944. 


2. Bogess, B., and Ivy., A. C. Digestibility of potatoes as influenced by 
methods of preparation. J. Home Econ. 19:496, 1927. 
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Diphtheria Vanishing in Illinois,—In 1920 there were 14,375 
cases of diphtheria reported in Illinois. In 1944 there were only 
314 cases reported. During the five years ended with 1924 a total 
of 67,930 cases was reported. During the five years ended with 
1944 the total reported was 3,592. This remarkable contrast is the 
result of the cooperative efforts of the medical profession and the 
public health agencies of the State in the immunization of children 
against diphtheria. 

* * * * * 

Public Health Nurses,—The United States now has a total of 
20,818 public health nurses, or one public health nurse for every 
8,300 people, according to an article published recently in Pub- 
lic Health Nursing Magazine by the National Organization for 
Public Health Nursing, and based on statistics supplied by the U. 
S. Public Health Service. 

The distribution of public health nurses according to popula- 
tion varies in different sections of the country, however, as it 
ranges from one public health nurse to every 2,900 people in an 
eastern state to one for 18,300 in a southwestern state. The mini- 
mum standard accepted by health authorities is one public health 
nurse to every 2,000 to 5,000 population. 

Since 1941 the number of nurses employed by rural health de- 
partments has increased 21.5 per cent, and the number in urban 
health departments has increased by 14.3 per cent. The number of 
nurses employed for work in schools by boards of education also 
increased, but the number of nurses in non-official urban health 
agencies—usually visiting nurse associations—-decreased 21.9 per 
cent. The total number of public health nurses for the country as 
a whole remained static during the war period, although more than 
3,000 public health nurses are serving with the armed forces. 

Nine hundred and nine counties have no rural public health 
nursing service. In some of these counties budgets make such ser- 
vice possible, but public health nurses are not available. 

Of the 20,818 public health nurses in the United States, 
Hawaii, Alaska, Puerto and the Virgin Islands, 869 are em- 
ployed by state health departments and other state agencies, 4,938 
by rural official health agencies, 5,700 by urban health departments 
and other official health agencies, 4,321 by local boards of educa- 
tion, 4,742 by local non-official agencies, such as visiting nurse 
associations, 248 by universities and national agencies. Release from 
N.O.P.H.N. 
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